
Role of the Primary Care Safety Net in Pandemic Influenza
An influenza pandemic

would have a disproportion-

ately adverse impact on

minority populations, the

poor, the uninsured, and

those living in underserved

communities. Primary care

practices serving the under-

served would face special

challenges in an influenza

pandemic.

Althoughnotaformalized

system, components of the

primary care safety net in-

clude federally qualified

healthcenters,public hospi-

tal clinics, volunteer or free

clinics, and some local pub-

lic health units. In the event

of an influenza pandemic,
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needed to treat vulnerable

populations and to provide

health care surge capacity

to prevent the overwhelm-

ing of hospital emergency

departments.
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PRIMARY CARE PRACTICES

play a central role in treating
influenza. The Agency for
Healthcare Research and Quality
estimates that 14.2 million per-
sons contracted seasonal influ-
enza from 2001 through 2003,
accounting for 5 million outpa-
tient visits in each of those years.1

Molinari et al. provide a much
higher estimate of influenza-spe-
cific health care use: 31.4 million
outpatient visits per year.2

Researchers in Great Britain esti-
mate that each community there
could expect 1570 to 3135 addi-
tional visits to primary care prac-
tices per 100000 population
during the peak week of a pan-
demic.3 Primary care practices
that serve underserved popula-
tions (racial and ethnic minority
populations, the poor, the unin-
sured, and those living in under-
served rural and inner-city com-
munities) would face unique
challenges.4 These challenges in-
clude the health centers’ own
limitations (lack of financial
reserves or clinical capacity), sys-
tem limitations (limited connec-
tions between public health and
primary care), and patient-level
barriers (low literacy, mistrust of
the health care system, limited
English proficiency, lack of health
insurance, and lack of cash for
out-of-pocket expenses).

Health care practices serving
these underserved and high-dis-
parity patient populations are of-
ten referred to as the primary care
safety net, although in most com-
munities they are not tied together
in a formalized system. Major
components of the primary care
safety net include public hospital

network clinics, volunteer or free
clinics, some local public health
units, and federally qualified
health centers, which include mi-
grant and community health cen-
ters, health care for the homeless
programs, and public housing
clinics. Migrant health centers
have played a specific role in di-
agnosing, treating, and preventing
spread of the recent influenza
A(H1N1) ‘‘swine flu’’ in Hispanic
and Latino immigrant communi-
ties.

Primary care practices provide
an infrastructure for delivering
immunizations, antiviral therapies,
and treatment of complications. A
primary care safety net with surge
capacity to meet the added de-
mand for services during an in-
fluenza pandemic could lessen
demand on emergency depart-
ments. Conversely, if the primary
care safety net becomes over-
whelmed, the overflow is likely to
fall on emergency departments.
Primary care practices can also be
a part of early warning systems for
recognizing sudden increases in
the incidence of influenzalike ill-
ness, but only if they are inten-
tionally connected to a larger
public health surveillance infra-
structure. Finally, because of their
unique ‘‘consumer-majority’’ gov-
ernance structure (i.e., at least 51%
of their governing board members
must be patients who use the
clinic’s services), federally quali-
fied health centers can serve as
a uniquely trusted source of health
information in minority commu-
nities.4

These communities may be es-
pecially vulnerable during an in-
fluenza pandemic.5 For example,

minority racial and ethnic groups
and the uninsured have lower
rates of influenza vaccination.6

Racial/ethnic disparities in influ-
enza immunization rates have
been projected to account each
year for an estimated 1880 excess
minority deaths and more than
33000 years of potential life lost.7

All of these disparities could po-
tentially be intensified in an in-
fluenza pandemic.

Health outcomes for these indi-
viduals may depend on their access
to a well-prepared primary care
safety net that has adequate surge
capacity and vibrant connections
to hospitals and pharmacy distri-
bution channels. For an influenza
pandemic, gaps in access to pri-
mary care can lead to delays in
diagnosis and treatment of pneu-
monia and other complications.
We describe the populations who
would need primary care safety net
services, the organizational com-
ponents of the safety net, and its
role in responding to pandemic
influenza. We also offer recom-
mendations for improving the ca-
pacity and preparedness of the
primary care safety net to respond
to pandemic influenza.

VULNERABLE
POPULATIONS

Those in greatest need of a pri-
mary care safety net during an
influenza pandemic include the
uninsured, the poor, racial and
ethnic minority populations, per-
sons with limited English profi-
ciency, persons with mental and
physical disabilities, and all persons
living in underserved communities.
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There are 46 million unin-
sured people in the United States.
Uninsured rates in each state vary
from a low of 8.5% in Minnesota
to a high of 24.1% in Texas and
vary dramatically by race, ethnic-
ity, and age: 10.7% among non-
Hispanic Whites, 19.4% among
African Americans, and 32.7%
among Hispanics and Latinos.8

The uninsured are more likely to
defer needed care and use an
emergency department. More
than half (52%) of the uninsured
do not have a primary care
medical home or other usual
source of care,9 suggesting a -
profound need to expand the
capacity of the primary care
safety net at baseline, as well as
to establish mechanisms for dra-
matically expanding surge capac-
ity for nationwide emergencies
such as pandemic influenza.

Whether insured or unin-
sured, people living in poverty
are also particularly vulnerable
during health disasters. They
are less likely to have a usual
source of care, to have received
an influenza vaccine, or to have
insurance coverage, and they
have higher rates of chronic
disease. In 2006, 36.5 million
Americans (12.3%) lived in
poverty, but poverty rates were
3 times higher for African
Americans (24.3%) than for
Whites (8.2%). The poverty rate
for Hispanic and Latino families
was 20.6%.

Many other Americans live in
underserved rural or inner-city
communities with inadequate
availability of primary care serv-
ices. The National Association of
Community Health Centers esti-
mates that there are 56 million
‘‘medically disenfranchised’’
Americans (18.8% of the US pop-
ulation); this term comprises the
uninsured as well as individuals
who live in designated Health

Professions Shortage Areas or
Medically Underserved Areas or
belong to a medically underserved
population such as migrant farm
workers.10

Uninsured and racial/ethnic
minority populations use office-
based outpatient services at sub-
stantially lower rates.11 Minority
populations are subjected to
multiple risks, including neigh-
borhood poverty, higher rates of
being uninsured, and lack of cul-
turally and linguistically appro-
priate services. Poverty and lack
of a primary care home exacer-
bate these disparities. Even
within a high-disparity racial
group, there are six- to eightfold
differences in the use of office
visits and needed medications
between low-income, uninsured
African Americans and more
affluent, well-insured African
Americans.12 Life-saving treat-
ments such as antiviral therapy
for HIV/AIDS can actually in-
crease Black–White disparities in
mortality because White popula-
tions are better able to access new
antiviral treatments.13,14 We have
recently found a similar pattern of
racial disparity in the treatment of
seasonal influenza with disease-
modifying antiviral drugs among
the disabled in Georgia’s Medic-
aid population.15

MAIN COMPONENTS OF
THE PRIMARY CARE
SAFETY NET

Components of our US health
care system that would be avail-
able to serve the needs of un-
insured and underserved popula-
tions may be conceptualized as the
primary care safety net (Table 1),
although no formal system con-
nects these diverse components
and, in some communities, health
needs may already exceed their
capacity.

Federally Qualified Health

Centers

Federally qualified health cen-
ters (FQHCs) include community
health centers, migrant health
centers, homeless health centers,
and public housing clinics. FQHCs
receive 71 million visits each year
from over 18 million persons, 7
million of whom are uninsured.
According to the 2007 Uniform
Data System, about 3 in 4 of these
patients are either uninsured
(39%) or use Medicaid (35%), and
most (70%) live in households
with a family income at or below
the federal poverty level. FQHC
patients are 3 times more likely
than the general population to
have limited English proficiency.17

Nearly 2 million of these patients
are migrant farm workers or
homeless persons.

There are 1200 FQHC organ-
izations in the nation, with more
than 7000 clinic sites in rural and
inner-city settings in all 50 states.
Staffing includes roughly 8000
physicians, 9300 nurses, and
4700 nonphysician primary care
providers.18 FQHCs also employ
3400 mental health and sub-
stance abuse specialists and
11000 of the culturally relevant
health educators, translators, and
outreach workers essential for
reaching out to immigrant, mi-
nority, low-income, and other
potentially vulnerable popula-
tions.

FQHCs have a unique ability to
meet the needs of underserved
populations and to decompress
overcrowded emergency rooms.
We recently found a 30% abso-
lute excess of uninsured emer-
gency department visits in rural
counties without an FQHC com-
pared with counties that did have
a health center.19 In effect, FQHCs
provide the right care to each
patient in the right setting at the

right time. They also have a
unique ability to provide care
that is free of disparities. Although
vaccine shortages have chal-
lenged FQHCs, these shortages
did not lead to racial disparities in
immunization patterns for urban
health centers that are accustomed
to serving these populations.20,21

Although each FQHC is an in-
dependent, community-governed
organization, they are loosely tied
together through 52 state or ter-
ritorial primary care associations,
which also receive federal funding.
Although 88% of these associa-
tions have a seat on their state
senior advisory committee for the
federal Hospital Preparedness
Program, only 30 (58%) received
funding either from this program
or from the Centers for Disease
Control and Prevention’s (CDC’s)
Public Health Preparedness Pro-
gram in 2007. Only $11.1 million
(0.7%) of the $1.56 billion in
health care and public health
emergency-management funding
nationwide went to FQHCs and
state primary care associations in
fiscal year 2006.22 Examples of
coordinated planning to prevent
an overwhelmed health care sys-
tem include Connecticut’s state-
wide all-hazards planning process,
which includes 31 acute-care hos-
pitals as well as Department of
Veterans Affairs hospitals, psychi-
atric facilities, and all 13 state
community health center organi-
zations.23

Rural Health Clinics

Over 3000 federally certified
rural health clinics receive spe-
cial Medicare reimbursement for
services that include hiring nurse
practitioners and physician
assistants to address health pro-
fessional shortages in under-
served rural communities.24

However, these rural health
clinics are typically smaller
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practices that do not receive ad-
ditional grant funding to support
care for uninsured patients, even
though they serve high-need
communities. In Georgia, rural
counties with a rural health clinic
actually demonstrated a higher
rate of uninsured emergency
department visits than
even rural counties with no
safety net clinic at all.19 Without
additional funding or staffing,
rural health clinics would have
limited surge capacity for pan-
demic influenza.

Urban Public Hospital Clinics

Public hospitals and health
systems represent an important
pillar of the safety net in the
United States. These hospital-
centered health systems often
operate neighborhood health
centers and hospital-based pri-
mary care clinics, typically in
large urban areas. These clinic
networks have the advantage of
being part of larger systems of
care connected to safety net
emergency departments and
hospital-based care.25 In 2007,
the National Association of Pub-
lic Hospitals reported that their

members received more than 34
million nonemergency outpa-
tient visits, 42% of which were
for primary care services.26

These hospitals also received
over 6 million emergency
department visits. According to
data generated in the Robert
Wood Johnson Foundation’s Ur-
gent Matters project, more than
half of all visits to the emergency
room of a typical urban public
hospital were for primary care
treatable or preventable condi-
tions.27

Most public hospitals are ac-
tively engaged in disaster plan-
ning, especially because they
serve as regional trauma centers.
Unfortunately, urban public hos-
pitals face tremendous financial
challenges and resource con-
straints. Thirty percent of public
hospitals report physician short-
ages and more than 3 of 4 (77%)
report shortages of registered
nurses.28 These hospitals have
surge capacity plans that include
use of associated ambulatory care
sites, but more than 1 in 5 hospi-
tals (21%) said they would not
have sufficient antiviral medi-
cines even for the first 72 hours

of a pandemic. Further, 39% of
hospitals did not believe that they
could mobilize sufficient num-
bers of trained staff to handle
a 25% increase in demand for
services.29

Faith-Based, Volunteer,

and Free Clinic Networks

A key strength of faith-based,
volunteer, and free clinics in
serving the underserved is their
ability to mobilize volunteer
nurses and physicians from pri-
vate practice or retirement to
serve uninsured and underserved
clients. These clinics also typically
operate with low overhead by
limiting their involvement with
third-party payers.

In some communities, the im-
pact is substantial. An audit of
Georgia’s free clinic network sites
showed that they provided $200
million to $400 million in health
care services to approximately
140000 individuals (just less
than 10% of Georgia’s uninsured
population). Still, surge capacity is
problematic. Although some
charitable clinics are open full-
time, the average free clinic in
Georgia was open only 9.5 hours

per week. In 2006, these clinics
reported turning away 30000
individuals because of lack of
capacity.30

This sector is very hard to quan-
tify because limited data are
available to assess their utilization
or capacity. Clinics may operate
with no public funding or
reporting requirements. They
often lack information systems
for counting services delivered
and may cap services because of
limited volunteer capacity. Phar-
macy supply is often limited to
drug samples from private-
practice donations, pharmaceuti-
cal access programs, or limited
physician dispensing.

Private-Practice Physicians

and Commercial Walk-In

Clinics

Beyond volunteering in clinic
settings, private-practice physi-
cians may provide a substantial
surge capacity to treat patients
during an influenza pandemic in
their own practices, just as they
often manage much higher patient
volumes during seasonal influenza
outbreaks. However, if access is
not convenient or timely, emergency

TABLE 1—Overview of the Primary Care Safety Net

Safety Net Organization Funding Sources No. of Organizations National Organization

Federally qualified

health centers

Sections 329 and 330 of Public Health Service

Act (USC 42 [1946]) plus enhanced cost-

based Medicare and Medicaid reimbursement

1200 health center organizations

with over 7000 clinical delivery sites

National Association of Community

Health Centers

Public hospital

outpatient clinics

Local tax base plus Medicare and Medicaid

reimbursement

97 acute-care public hospitals National Association of Public Hospitals

and Health Systems

Rural health clinics Enhanced cost-based Medicare and Medicaid

reimbursement

Over 3000 federally certified rural

health clinics

National Association of Rural Health Clinics

Local public health

departments

Public health block grants, categorical funding,

and county funding

2794 local health departments in

50 states and District of Columbia

National Association of County and

City Health Officers

Volunteer clinics and

free clinics

In-kind (volunteer staffing) and private contributions More than 1200 free clinics in the

US (NAFC estimate)

National Association of Free Clinics (NAFC)

Emergency departments Hospital-subsidized indigent care (with or without local

tax-based support), not-for-profit community benefit,

and Medicare and Medicaid reimbursement

4828 emergency departments in 2005

based on National Emergency

Department Inventory16

American Hospital Association; American College

of Emergency Physicians
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department visits may increase
greatly.31 Anantham et al. have
summarized the potential role of
private-practice physicians and the
clinical, financial, and legal risks
they may encounter in responding
to pandemic influenza.32 A study
in Ottawa, Ontario, suggested that
although family physicians were
willing to be part of a larger public
health disaster response, fewer
than 1 in 5 (18%) felt prepared to
deal with a respiratory pan-
demic.33

In addition, there is a new seg-
ment of the health care delivery
system: an estimated 1200 lim-
ited-scope walk-in clinics referred
to by their trade association as
convenient-care clinics. The Con-
venient Care Association reports
that these clinics have provided
over 3.5 million outpatient visits
since 2000.34 The close relation-
ship of these clinics to drugstore
chains, which often have estab-
lished protocols for ‘‘drive-up flu
shots,’’ may create unique oppor-
tunities for patients with the fi-
nancial means to pay out-of-
pocket for their health needs, but
may be less useful to uninsured
and low-income segments of the
population.

Local Public Health

Departments

Public health departments are
an important resource and coor-
dinator of emergency response to
disasters, especially for communi-
cable disease pandemics. In the
2003–2004 National Ambula-
tory Medical Care Survey, more
than half of physicians (56%)
reported that they would contact
state or local public health officials
for assistance in communicable
disease diagnosis.35 However, lo-
cal health units vary widely in
their organizational structure, lo-
cal oversight, and range of clinical
services.36 In a national survey,

less than 20% of local health
departments reported directly
providing comprehensive primary
care clinical services,37 whereas
73% reported that this was a func-
tion of nongovernment organiza-
tions in their communities.38

Unfortunately, there is little na-
tional data available on the
volume of such comprehensive
primary care services offered to
uninsured and other disadvan-
taged populations through local
public health units. Although
public health funding has in-
creased dramatically for pan-
demic preparedness (specific
allocations of $3.3 billion in fiscal
year 2006 and $2.3 billion in
fiscal year 2007 for the National
Strategy for Pandemic Influ-
enza),39 overall public health in-
frastructure has significantly
weakened over the past 20
years.40

One additional concern
throughout the safety net is the
likelihood that existing capacity
may diminish, rather than in-
crease, in response to a need for
pandemic-related surge capacity.
Clinical staff providing some pri-
mary care may be retasked with
public health roles during a pan-
demic. Nearly half of the local
health department workers par-
ticipating in a 2005 survey
reported that they were not likely
to report to work during a hypo-
thetical pandemic, a figure that
might also present similar chal-
lenges to other segments of the
primary care safety net.41

Emergency Departments

In the decade leading up to
2003, visits to US emergency
departments increased by 26%
while more than 400 emergency
departments actually closed.42 In
2002, 62% of all surveyed hos-
pitals nationwide reported that
their emergency departments

were at or over operating capacity,
with significant hours of ambu-
lance diversion.43 In Los Angeles
County, California, hours of di-
version of emergency medical
services peaked during severe
influenza seasons.44 A study from
the University of Toronto showed
that emergency department am-
bulance diversion might increase
by 2.5 hours per emergency de-
partment for every 100 cases of
influenza in the community, and
that during influenza seasons,
24.3% of observed weekly am-
bulance diversion was attributable
to influenza.45

Emergency departments be-
come ‘‘a safety net for the safety
net’’ when primary care systems
fail, especially for the under-
served. Although rural hospitals
may have insufficient facilities
and resources to manage disaster
events,46 the overcrowding of
most urban emergency depart-
ments suggests that there is likely
insufficient surge capacity to
manage the demand that would
develop early in an influenza
pandemic. In fact, we do not
know what the appropriate
thresholds of surge capacity
should be. A metric derived from
trauma-care models would be the
capacity to care for 500 victims
stricken with an infectious disease
per 1 million population in 24
hours.47 Estimates published by
the British National Health Ser-
vice suggest that a pandemic
could generate as many as
25000 to 50000 cases of influ-
enza per 100000 population
over a 3- to 4-month period,
which would then generate 7000
to 14000 primary care office
visits and 1000 to 2000 hospital
admissions.48 For the United
States, this would represent
a midrange estimate of roughly 3
million pandemic-related office
visits throughout the country,

14.5% by uninsured patients and
13.7% by patients with no usual
source of primary care.49 Forty
percent of these clinic visits
would be generated in just a 2-
week peak period and 80% dur-
ing a 6- to 8-week window.

A more appropriate use of
health care delivery capacity
would require pre-established
protocols for diversion of noncrit-
ical pandemic influenza patients
from emergency departments to
primary care, assuming that pri-
mary care health centers could
create some additional capacity.
Mechanisms for creating surge
capacity on short notice could in-
clude clearing appointment books
of nonurgent or preventive care
visits, increasing nurse roles in
triage and use of standing orders
for vaccination and antiviral
treatment, and precredentialing
volunteer clinical staff.

ROLE OF THE PRIMARY
CARE SAFETY NET IN
PANDEMIC INFLUENZA

Triage and Treatment

The first role of the primary
care safety net in an influenza
pandemic will be to triage and
treat influenzalike illness with dis-
ease-modifying antiviral therapies.
In the 2006/07 season, a random
survey found that 53.8% of pri-
mary care physicians reported
prescribing antiviral therapy to at
least some patients with influenza-
like illness, although 17.8% of the
treating physicians used amanta-
dine and 8.7% used rimantadine,
neither of which is currently rec-
ommended because of high levels
of resistance.50 Patient-level
encounters in the disabled seg-
ment of Georgia’s Medicaid popu-
lation showed very low rates of
treatment (fewer than 1 in 5
Whites and 1 in 15 African Amer-
icans with a diagnosis of influenza
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received antiviral treatment).15 We
cannot determine whether this
reflects underprescribing or delays
in accessing treatment beyond the
48-hour window from onset of
symptoms needed to make antivi-
ral therapy effective.

To the extent that primary care
practices can also diagnose and
treat influenza complications such
as pneumonia, they will provide
an essential infrastructure to de-
crease the burden on local emer-
gency departments. Primary care
health centers can be a component
of local public health response,
and they may also offer unique
capabilities such as mobile medi-
cal vans, telemedicine services,
and mental health services for
patients and for providers. In ad-
dition to caring directly for influ-
enza patients, safety net health
centers will need to sustain the
ongoing delivery of primary care
to adults and children with other
acute illnesses and chronic dis-
ease, as well as prenatal care for
pregnant women. Pandemic influ-
enza is likely to foster increased
patient demand at the very time
when influenza cases among
health care professionals and
other clinic staff may limit surge
capacity.

Pharmacy Services

Neighborhood clinics of urban
public hospitals are often con-
nected to a larger pharmacy in-
frastructure of their health system.
Many FQHCs also have their own
pharmacy or contracted pharmacy
services, including share-the-care
bulk purchasing and 340B dis-
counted pricing programs.51These
pharmacy programs are potential
distribution channels for antiviral
medications, vaccines, and other
essential supplies, including ones
that are stored in the Strategic
National Stockpile (SNS) pro-
gram.52,53 As of September 2008,

the SNS contained nearly 50 mil-
lion regimens of antiviral drugs
such as oseltamivir or zanamivir
and more than 150 million pro-
tective masks. The SNS program
goal is to deliver materials any-
where in the United States within
12 or fewer hours of a request
from state officials, but state and
local health care professionals
must distribute and dispense the
materials to the public. Specific
plans and effective implementa-
tion are needed to ensure that
users of primary care safety net
services receive a fair share of SNS
assets in a timely, equitable man-
ner when needed.

Vaccine Delivery

Once a supply of vaccine is
made available (for example, if
there is a reemergence of the
H1N1 ‘‘swine flu’’ outbreak in the
fall–winter of 2009–2010), pri-
mary care practices could also
provide an essential vaccine de-
livery infrastructure with trained
nurses, cold-storage procedures,
and even standing orders. This
capacity could be maximized by
an ongoing, aggressive partnership
between local public health units
and safety net primary care
organizations to eliminate adult
immunization disparities, espe-
cially with regard to underuse
of seasonal influenza vaccine.
Most primary care practices
could improve influenza vaccina-
tion rates throughout their patient
population by adopting more
standardized approaches, includ-
ing vaccine standing orders, pre-
ventive services checklists, and
team approaches.54 The impact
of influenza vaccinations on rates
of influenzalike illness can vary
dramatically from year to year
depending on the relative pre-
dominance of influenza A(H3N2),
the emergence of drifted strains,
and the antigenic match of the

vaccine to circulating influenza
strains.55

Surveillance

Safety net health centers could
potentially take on a surveillance
role as well. Primary care practices
serving vulnerable populations
could provide an early warning
system for recognizing sudden
increases in the incidence of
influenzalike illness, as well as
serving as point of collection sites
for viral swabs or rapid-testing kits
to detect the emergence of un-
usual strains, but only if they
are integrated into public health
surveillance networks well in
advance of a pandemic. The ef-
fectiveness of emergency depart-
ments for influenza surveillance
has previously been reported,56,57

but at least 1 study suggests that
daily surveillance of primary care
office visits shows an earlier
spike related to seasonal influenza
than do emergency department
visits.58 In a random survey of
primary care providers, 69%
reported ordering an influenza
test (mostly rapid-antigen tests) on
at least 1 patient with influenza-
like illness during the 2006–
2007 flu season. New York and
other states have already included
primary care practice sites in
their surveillance system, but
some additional community
health networks with strong clini-
cal information systems (espe-
cially in communities with high
rates of international travel)
could provide unique value as
a part of such surveillance net-
works.

Trusted Sources of

Information

Perhaps the most important
role of the primary care safety net
will be for health center staff mem-
bers to serve as trusted sources of
health information, especially in

communities where history and
racial experience have led to mis-
trust.59 Health centers with con-
sumer-majority boards (as re-
quired for all FQHCs) represent
trusted community-owned organ-
izations. Similarly, professionals
who represent the racial/ethnic
diversity of the populations they
serve will be most effective.

For example, during the H1N1
outbreak of spring 2009, trusted
organizations serving migrant
and seasonal farm worker com-
munities (Migrant Clinicians Net-
work, National Association of
Community Health Centers, and
National Center for Farmworker
Health) transmitted CDC public
health messages and bilingual
patient education tools through
daily e-mails to groups such as
migrant health center chief exec-
utive officers, migrant health
clinicians, state and regional mi-
grant health coordinators, aca-
demic and community migrant
health researchers, and a bina-
tional working group. In addition,
an H1N1 patient-tracking com-
ponent was added to the Migrant
Clinicians Network’s existing
transborder patient navigation
system to facilitate the transfer of
medical records and maintain
communication with migrants
possibly exposed to H1N1, and to
link these individuals to needed
health care. For an outbreak with
epidemiological roots in Mexico,
this was a pivotal segment of the
population to reach, not just for
their own benefit but for the
overall health of our nation.60

LIMITATIONS OF SAFETY
NET EFFECTIVENESS
IN A PANDEMIC

Unfortunately, even during in-
terpandemic periods, many
Americans report barriers in
obtaining timely access to primary
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care services, and these barriers
are directly associated with an in-
creased likelihood of using emer-
gency departments.31 These
challenges multiply during a pan-
demic. The workforce is a major
issue. Safety net primary care
centers already do not have the
number of health care professio-
nals they need, and the primary
care workforce has not grown to
keep pace with increased funding
and newly added clinic sites for
FQHCs. The National Association
of Community Health Centers
estimates that health centers
would need an additional 15585
primary care providers and11553
nurses to enable health centers to
serve 30 million people by 2015,
and 51299 providers plus at least
37981 nurses to serve all medi-
cally underserved people.61

Certain practical matters will be
essential to the success of this
primary care safety net response,
such as the simple ability of health
professionals to maintain disci-
plined infection-control practices.
A study of primary care clinics and
emergency departments in King
County, Washington, revealed
major deficits in their adherence to
practices recommended by the
CDC, such as washing hands and
using masks, with nursing staff
generally performing better than
physicians.62 Other practical mat-
ters include the rapid delivery of
masks, rapid diagnostic test kits,
and antiviral drugs in the first few
days of a local outbreak. Testing
these delivery mechanisms in ad-
vance rather than waiting for the
urgency of an outbreak would
seem prudent.

Multilevel organizational dy-
namics and even politics can also
create potential challenges if not
negotiated in advance. For exam-
ple, some states or local authori-
ties may designate mainly hospi-
tals as surge sites, neglecting to

designate primary care commu-
nity health center networks. Dif-
ferent states also may have dif-
ferent levels of autonomy
between state, district, and county
health authorities. Such ‘‘home
rule’’ jurisdictional issues require
that pandemic planning not only
be top-down (i.e., state mandates)
but also bottom-up (i.e., locally
negotiated and operationalized
partnerships).

RECOMMENDATIONS

Possible steps for strengthening
the ability of the primary care
safety net to respond to and pre-
pare for pandemic influenza in-
clude the following.

Primary care safety net
assessment. Develop a primary
care safety net assessment for ev-
ery county and parish in the
United States. Identify counties
with no visible primary care safety
net other than a hospital emer-
gency department, and measure
the gap between need and capac-
ity in counties with existing pri-
mary care safety net clinics.

Virtual stress tests. Conduct vir-
tual ‘‘stress tests,’’ using pandemic
modeling techniques to assess
safety net capacity at the local
community level.

Increase safety net capacity. In-
crease urgently the safety net’s
capacity to provide a primary care
health home to every one of the
56 million Americans currently
uninsured or living in an under-
served community.

Build safety net organizations.
Build primary care safety net
organizations in communities with
no existing safety net; expand pri-
mary care capacity in counties
with organizations but inadequate
capacity.

Integrate primary care safety net
providers in pandemic influenza
plan. Work with the public health

system to integrate primary care
safety net providers in pandemic
influenza plans and resource al-
location for every county in the
United States. Each local plan
must include written memo-
randa of agreement between lo-
cal public health departments
and the primary care safety net
(FQHCs, rural health clinics, free
clinics, public hospital clinics,
and so on) as well as hospital
emergency departments and in-
patient units.

Create a culturally representative
professional workforce. Expand the
workforce of culturally diverse
nurses, physicians, pharmacists,
and mental health professionals
to staff the primary care safety
net. Ensure that they have suffi-
cient surge capacity to provide
culturally and linguistically ap-
propriate services to vulnerable
populations in an influenza pan-
demic.

Hire and train culturally relevant
community health workers. Until
appropriate multicultural, multi-
lingual diversity can be achieved
in the health professional work-
force, train and employ (i.e., fund)
a cadre of culturally and linguisti-
cally relevant community health
workers linked to primary care
and public health agencies.

Direct mechanisms and logistical
infrastructure. Develop direct
mechanisms and logistical infra-
structure to deliver vaccines, anti-
viral pharmaceuticals, and other
assets from the SNS to FQHCs and
other primary care safety net pro-
viders.

Planning. Avoid paper-based
plans that might lack real-world
practicality. Instead, seek to
achieve the immediate practical
benefit of these plans by building
active programs and partnerships
between local public health
departments and the primary care
safety net to prevent and control

complications of seasonal influ-
enza.

Benchmarks. Use the elimination
of seasonal influenza disparities in
vulnerable populations and un-
derserved communities as a
benchmark of community pre-
paredness for an influenza pan-
demic.

CONCLUSIONS

Improving surge capacity and
preparedness of the primary care
safety net, while building bridges
between public health and pri-
mary care, will be an essential
element of our nation’s success or
failure in responding to pandemic
influenza. Community health cen-
ters and other components of
this safety net have a unique abil-
ity to deliver culturally relevant,
disparity-free care to underserved
populations, but many of the
components of this safety net are
underfunded and understaffed.
These gaps in resources will se-
verely hamper their capacity to
respond over extended periods of
time to acute illness in vulnerable
populations spread over large
geographic areas.
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